Objective: To provide an overview of the research literature on distance and speed requirements for adults to walk outside the home. Data Sources: We conducted a systematic review and searched PubMed, MEDLINE (Ovid), EMBASE, CINAHL, Scopus, PEDro, and The Cochrane Library from 1948 to May 2012, and other sources. Search terms included communities, walk, ambulation, and neighborhood. Study Selection: Full-text peer-reviewed articles written in English, French, or Spanish reporting distance and/or speed requirements for individuals walking outside the home were considered eligible. Two authors independently screened titles and abstracts. One author reviewed full-text articles to determine inclusion. Of the 3191 titles and abstracts screened, 15 studies (.47%) were selected for detailed review. One author appraised methodological quality. Inadequate description of the reliability of the measurement methods and the population of the town/city assessed was noted. Data Extraction: One author extracted data from included studies. A second reviewer independently verified extracted data for accuracy. Data Synthesis: Seven studies examining 24 community sites and crosswalks in the United States, Australia, and Singapore were included. Three sites with the largest mean distance requirements for adults to walk were club warehouses (677m), superstores (183e607m), and hardware stores (566m). Three sites with the lowest mean distance requirements were walking at the front (16m) and back (19m) of the house, and at cemeteries (18m). The average speed required to cross the street in the time of a walk signal varied from .44 to 1.32m/s. Conclusions: Distance and speed requirements for adults to walk in the community environment vary widely. Findings are relevant to judging capacity for community ambulation to carry out essential activities of daily living, educating patients, and setting rehabilitation goals. Walking is the primary means by which people carry out instrumental activities of daily living and fulfill many employment, social, and recreational roles.
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Walking is the primary means by which people carry out instrumental activities of daily living and fulfill many employment, social, and recreational roles. 1 There is an increasing need to consider distance and speed requirements for the elderly and for those living with conditions affecting mobility 2 to ensure successful outdoor ambulation and its attendant social participation. 3, 4 Rehabilitation professionals play a central role in ensuring that people with chronic disease have sufficient capacity to safely function in the home. If people with physical limitations are to engage in meaningful activities and be physically active to reduce the risk of cardiovascular disease, then rehabilitation has to prepare them to walk not only indoors but also in the community. 5 Walking distance and speed are 2 gait parameters with direct relevance to walking in the community, 6 and they are considered as global health indicators in the field of gerontology because of their predictive association with mortality. 7, 8 Standardized measures of walking distance and speed, such as the 6-minute walk test 9 and the 10-m walk test, 10 respectively, have proven to be sensitive indicators of the effectiveness of exercise interventions in people with chronic conditions, 11, 12 supporting their potential responsiveness as measures of treatment effect in rehabilitation and outpatient settings. An understanding of the distance and speed requirements to walk in community sites (eg, supermarkets, drugstores) necessary to perform instrumental activities of daily living would assist patients and health care professionals in a number of ways. These requirements could be used to help interpret performance on measures of walking distance and speed, gauge readiness for community ambulation, and set realistic goals relevant to activities patients wish to perform. A review of the literature would provide a valuable resource for health care professionals working with elderly patients or individuals with mobility limitations resulting from chronic disease. Given the current absence of such a resource, the objective of this study was to provide an overview of the research literature on distance and speed requirements for people walking outside the home.
Methods Overview
A systematic review was undertaken according to a review protocol developed by the research team.
Search strategy
We searched 7 electronic databases (MEDLINE [Ovid] , EMBASE, PubMed, CINAHL, Scopus, PEDro, The Cochrane Library) for studies from 1948 to May 2012. Search strategies were developed for each database with input from the research team and an information specialist. Search terms included community ambulation, community walk, neighborhood walk, and neighborhood ambulation (see appendix 1 for PubMed search strategy). We also surveyed the principal investigator's library and reference lists of the studies included in the review. Citations were uploaded to DistillerSR (http://systematicreview.net), a centralized online application used to complete study selection, quality appraisal, and data extraction.
Selection criteria
Studies were considered eligible if they reported distance and/or speed requirements for walking outside the home in the peerreviewed literature and were written in English, French, or Spanish. A study was excluded if it was a conference proceeding or dissertation, or limited to abstract form.
Study selection
Two reviewers (N.M.S., P.T.) independently read titles and abstracts, and they classified studies as potentially relevant or not. A third reviewer was consulted if consensus could not be reached. We retrieved and uploaded the full-text articles of relevant citations to DistillerSR. Two coauthors (N.M.S., P.T.) created and piloted the eligibility screening form. Subsequently, 1 author (P.T.) reviewed and applied the eligibility criteria to all potentially relevant articles to determine inclusion in the review. A second author (N.M.S.) was consulted to resolve ambiguity.
Data extraction
Two authors (N.M.S., P.T.) piloted the data extraction form and guide developed by the research team. One reviewer (P.T.) used the guide to extract the following data from included studies: general study information (eg, authors, publication date), study characteristics (eg, study objectives, geographic location, rationale and selection of sites), measurement protocol (eg, start/endpoints, route), community characteristics (eg, city, province/state, country, population size), and results (ie, distances and speeds measured at each site). A second reviewer independently verified the extracted data. Discrepancies were resolved by consensus.
Methodological quality assessment
The research team developed a quality appraisal checklist based on the interpretability and generalizability checklists of the Consensusbased Standards for the selection of health Measurement Instruments quality assessment checklist. 13 Two external researchers with expertise in walking rehabilitation were asked to apply the quality appraisal checklist to an included article and provide feedback on the addition and removal of items and the wording of the checklist. Revisions resulted in a 14-item checklist (see supplemental figure S1 , available online only at http://www.archives-pmr.org/). Response options include "yes" and "no." For 7 items, there is a third response category labeled "can't tell" or "not applicable." Checklist items rated as "yes," "no," and "can't tell" were assigned a score of 1, 0, and 0.5 points, respectively, with the exception of item 13, for which "yes" and "no" were assigned a score of 0 and 1, respectively. A total quality score was derived by summating the item-level scores and expressing the summed score as a percentage. In the case of "not applicable," the number of these items was subtracted from the total to compute the quality score. After reviewing and comparing checklist ratings for 1 included study with the lead author (N.M.S.), 1 author (P.T.) independently applied the checklist to evaluate the methodological quality of the remaining 6 included studies. Given that this type of review has not previously been conducted, we did not exclude studies based on a quality criterion score in order to show the range of published studies and the methodological weaknesses in this field of study that should be addressed in future investigations.
Data synthesis and analysis
We did not undertake a meta-analysis given the heterogeneity across studies in population size (3000e7,478,000), a variable that appeared to influence walking distance and speed requirements, and the statistics (either means or medians) used to summarize results. We conducted a narrative systematic review according to the Economic and Social Research Council.
14 The 4 steps of the framework include the following: (1) develop a theory of how functional walk tests aid in the rehabilitation of people with walking limitation (biological plausibility); (2) develop a preliminary synthesis of findings from included studies; (3) explore relationships within and between studies; and (4) assess the robustness of the synthesis.
14 To compare walking distance requirements across studies, we presented mean or median distances by site and population size in tabular and graphical form. To facilitate application of the results to clinical practice, we presented sites in order of increasing distance requirement. Within studies, we presented walking distances by population size. In 1 study where the distance from apartment buildings to community sites was measured, we presented walking distances by the age of the apartment building. It appears that building age was examined in this study to investigate how urban planning may have influenced proximity to amenities over time. Within and across studies, we considered the influence of site type, population size, country, and year of publication on estimates of walking distances and speed requirements. Population sizes were rounded to the nearest thousand and walking
List of abbreviations:
CI confidence interval ICC intraclass correlation coefficient distances to the nearest meter for clarity of presentation. Crosswalk speed requirements were presented in meters per second. Figure 1 illustrates the article selection process. Of the 3191 titles and abstracts screened, 15 studies (.47%) were selected for detailed review. Of those studies, 7 1, [15] [16] [17] [18] [19] [20] met the eligibility criteria and were included in the systematic review. Six studies 1, [16] [17] [18] [19] [20] were obtained from bibliographic databases, and 1 study 15 came from a review of reference lists of included studies. Supplemental appendix S1 (available online only at http://www.archives-pmr.org/) includes a list of the 8 excluded studies. 6, [21] [22] [23] [24] [25] [26] [27] Six authors were contacted to obtain select data not reported in the published studies (eg, population size). Four authors 15, [18] [19] [20] responded with the requested information.
Results

Study selection
Study characteristics
All 7 included studies were written in English. Five studies 1, [15] [16] [17] 19 were conducted in towns or cities in the United States with population sizes ranging from 2719 to 7,477,503. One study 18 ). The number of each site type ranged from 2 to 50 across all studies. In 6 studies, 1, [15] [16] [17] 19, 20 the distance required to walk from the parking lot and through part of the community site was measured. One study 18 measured the distance to walk from apartment buildings varying in age to a community site. Table 1 presents the method of site identification and sampling, the protocol used for measuring walking distances and speeds for commonly selected sites, and the total quality score across studies. Three methods to identify sites were reported: (1) interviews with adults to identify places they regularly visit (nZ2) 1, 16 ; (2) referencing a study in which interviews were conducted (nZ2) 17, 20 ; and (3) selection by authors (nZ3). 15, 18, 19 The method of sampling sites was either random (nZ5), [15] [16] [17] [18] 20 purposive (nZ1), 1 or not reported (nZ1). 19 In all studies, a measuring wheel was used to measure distances. A stopwatch was used to measure the time allowed by a walk signal or traffic light to cross the street in 3 of the 4 studies measuring crosswalk speed. The earliest study, conducted by Lerner-Frankiel et al 16 and published in 1986, described a protocol for measuring distance and speed at 9 sites that was replicated in 4 subsequent studies 15, 17, 19, 20 included in this review. Brown et al 1 determined minimum and maximum distances required to walk at each community site; the minimum distance protocol was similar to that developed by Lerner-Frankiel et al. 16 In the Singapore study, 18 the distance from the doorstep of individual apartments to the entrance of the community site was measured. Supplemental table S1 (available online only at http://www.archives-pmr.org/) provides the protocols used to measure distances at community sites evaluated across studies. Table 2 presents the item-level and total methodological quality scores for each study included in the systematic review. The quality criteria most commonly satisfied were (1) reporting the country in which the study was conducted (nZ7); (2) describing the measurement protocol in sufficient detail to enable replication (nZ7); (3) describing the distribution of scores for distance (nZ7); and (4) reporting the sample size of each site type (nZ6). The quality criteria least commonly satisfied were reporting (1) the reliability of the method used to measure distance, speed, or both (nZ2); and (2) the population size of the towns or cities in which the study was conducted (nZ2). The total quality score ranged from 33% to 83%.
Methodological quality
Possible sources of bias within studies
Only 2 studies 19, 20 reported on the reliability of the measurement protocol used to determine walking distance and speed requirements (see 
Synthesis of results
Sites
Across studies, walking distance was evaluated for 24 unique sites, and walking speed was determined for crosswalks. Banks and grocery stores/supermarkets were evaluated in all studies. Department stores, drugstores/pharmacies, post offices, and physicians' offices/clinics were evaluated in 6 studies. The remaining sites were assessed in only 1 or 2 studies.
Walking distances required at community sites: betweenstudy comparisons Studies reported either mean (nZ5) or median (nZ2) distances at each site. Table 3 presents the mean, median, SD, and range of distances reported for sites ordered alphabetically and by population size across all studies. Supplemental table S2 (available online only at http://www.archives-pmr.org/) presents the mean and median distances reported in the 5 American studies 1, [15] [16] [17] 19 (including the minimum distance protocol from Brown et al 1 ) and 1 Australian study 20 that implemented similar measurement protocols. Sites are presented in order of increasing mean distance requirements. Rank ordering of 7 sites (ie, residential crosswalk, physician's office, post office, bank, drugstore, department store, supermarket) by either mean or median distance resulted in a similar rank order. The 3 sites with the largest mean distances were club warehouses (677m), superstores (183e607m), and hardware stores (566m). The 3 sites with the lowest mean distance requirements were walking at the front (16m) and back (19m) of the house, and cemeteries (18m). Figure 2 presents mean distances required to walk at 6 sites evaluated across 4 American studies 1, 15, 16, 19 and 1 Australian study 20 with the provision that physicians' offices were covered by 4 of the 5 studies. Examination of within-site results by country or year did not reveal any trends. The overlap in population sizes prevented examination of this factor. 
Community ambulation requirements
Walking distances required at community sites: within-study comparisons Supplemental figure S2 (available online only at http://www. archives-pmr.org/) presents the median walking distances for sites according to population size (rural, <10,000; small towns, 10,000e40,000; cities, >95,000) from 1 study. 17 The populations of the 3 cities in the >95,000 category were 98,315, 385,164, and 785,940. The median distance for sites in rural towns was 40% to 72% of the site distance in cities for supermarkets, department stores, drugstores, and post offices, and 94% to 115% for banks, physicians' offices, and crosswalks.
Supplemental figure S3 (available online only at http://www. archives-pmr.org/) presents the median walking distances for sites according to the age of the apartment building (new: 10y; mature: >10y to 30y; old: >30y) from the study conducted in Singapore. 18 Distances from old apartment buildings to supermarkets, banks, clinics, and hawker centers (ie, outdoor food markets) 30 or coffee shops were 38% to 45% of distances from new apartment buildings to these sites, whereas the comparable numbers for distances from old apartment buildings to bus stops and taxi stands or the main road were 98% to 112%. Table 4 presents the median or mean speed needed to cross the street in the time of a walk signal or traffic light reported in 5 studies. [16] [17] [18] [19] [20] In the large urban centers of Melbourne, 20 Singapore, 18 and Los Angeles, 16 crosswalk speeds were .44m/s (mean), .73 to .78m/s (median), and 1.32m/s (mean), respectively. In 1 American study, 17 median crosswalk speeds across centers with populations of <10,000, 10,000 to 40,000, and >95,000 were .74m/s, .98m/s, and 1.06m/s, respectively.
Crosswalk speed requirements
Discussion
The aim of this systematic review was to provide an overview of the distance and speed requirements to walk in the community environment. Distances to walk at community sites frequented by older adults ranged widely, from 16 to 677m on average. The average speed required to cross the street in the time of a walk signal also varied substantially, from .44 to 1.32m/s.
Distance requirements for community ambulation
Within and across studies, the type of site appeared to influence walking distance. Sites requiring the shortest mean walking distances were walking at the front (16m) and back (19m) of the house, 20 and at cemeteries (18m). 1 Sites requiring the largest mean walking distances were hardware stores (566m), 19 superstores (183e607m), 1, 19 and club warehouses (677m). 19 Sites that older adults considered essential to their basic needs, including physicians' offices, banks, drugstores, department stores, and supermarkets, required average walking distances between 20 and 381m.
In addition to site type, the influence of population size, country, and publication year on walking distance requirements was considered. Assessing the influence of population size across studies was limited by the lack of mutually exclusive population categories. Findings from 1 American study 17 indicated that walking distance 1. Was the country (or countries) in which the study was conducted specified?
Was the target population of individuals whose community ambulation was of interest adequately described?
Was the type of site* assessed adequately justified?
Was the method for sampling sites adequately described?
. Was the measurement protocol described in sufficient detail to enable replication?
. Was the reliability of the method used to measure distance and/or speed reported?
Was the population size of the towns or cities in which the study was conducted reported?
8a. Was the sample size of each site type* reported?
Was the sample size of each site type* adequate?
Was the distribution of scores for distance described?
Was the distribution of scores for speed described? requirements increase with population size for supermarkets, department stores, drugstores, and post offices, but not for banks, physicians' offices, or crosswalks, suggesting that these latter sites are designed with a similar layout. No clear influence of country and publication year on walking distances was detected. Results from the Singapore study 18 suggested that walking distances decreased as the age of the apartment building increased for supermarkets, banks, clinics, and hawker centers or coffee shops, but not for sites such as bus stops, senior citizen centers, and taxi stands. Examining the influence of the age of an apartment building on proximity to amenities may provide insight into whether approaches to urban planning have changed over time.
The distances reported across studies in this review are conservative because for sites such as supermarkets and drugstores, measurements were taken from the parking spot for people with a disability through only half of the store aisles and back. Distances will be greater for people who do not have a parking sticker as proof of a disability, who need to park elsewhere in the lot because the spot for people with a disability is occupied, who need to walk through more than half of the site, who visit more than 1 site during an outing, or who become lost. 1, 15, 16 Distances obtained using the maximum protocol by Brown et al 1 were frequently larger than values obtained with the more commonly applied Lerner-Frankiel et al 16 method and may represent more realistic distances. The availability of benches noted in some studies 1, 19 provides individuals with the opportunity to rest and decreases the need to cover extensive distances.
Speed requirements for community ambulation
Summary findings across studies indicate that crossing the street may require the capacity to walk at speeds ranging from .44 to 1.32m/s. A person must maintain these speeds over relatively short distances that varied widely for commercial crosswalks (mean, 10e27m) across 4 studies. 16, 17, 19, 20 In contrast, median residential crosswalk distances ranged from 10 to 13m (mean, 10m) across 2 studies. 16, 17 Thus, 10m may be the minimum distance over which walking speed should be measured to gauge the ability to cross the street safely. Given that disabled or elderly individuals require additional time to safely descend from the curb, faster walking speeds than those reported in this review would be required to cross the street. In addition, these speeds must be accomplished in fair and bad weather conditions and in the presence of distractions, including traffic and other pedestrians.
Similar to the findings for walking distance, the results from 1 American study 17 showed that the walking speed required to cross the street appears to increase with population size. In addition, review findings suggest that walking speed requirements vary by country. For large urban centers with a population size of at least 4.1 million, walking speed requirements were highest in the United States (mean, 1.32m/s), moderate in Singapore (median, .73e.78m/s), and lowest in Australia (mean, .44m/s). This finding is consistent with the national variation in accessibility and transportation guidelines. [31] [32] [33] [34] For example, in Ontario, Canada, the provincial traffic manual 32 recommends that speeds between 1.0 and 1.25m/s be used as a baseline for timing walk signals. In comparison, the 1995 Department of Transport guide for the design of pedestrian crossings for Wales, Scotland, and Northern Ireland 33 indicates that a walking speed of .57m/s is necessary for a 12-m pedestrian crossing. Guidelines allow for local adjustment depending on the volume of pedestrians, the proximity to school zones, and the use by elderly pedestrians.
Clinical implications
Our study findings provide minimum benchmarks for judging the capacity for community ambulation to carry out essential activities of daily living, educating patients, and setting rehabilitation goals. Clinicians and patients can collaborate to set patient-centered goals for walking distance and speed that are relevant to community sites the patient wishes to visit. Given the variability in community ambulation requirements described in this review, clinicians should consider having a discussion with each patient to identify the distance requirements specific to the patient's living situation. This personalized approach to goal setting may result in motivating the patient to walk and exercise to a greater extent than setting an arbitrary goal.
Goal attainment can be evaluated using standardized tests of walking distance and speed, such as the 6-minute walk test 9 and the 10-m walk test, 10 respectively. Progress toward achieving these goals can be communicated to members of the health care team and inform discharge planning. Our findings can also help guide selection of standardized assessment tools that would appropriately capture community ambulation capacity. For example, walking distance requirements described in the Barthel Index 35 (45.7m) and the FIM 36 (50m) are insufficient for many community sites, including banks, drugstores, and supermarkets. As a result, these measures are likely to exhibit a ceiling effect when community ambulation capacity is the rehabilitation goal. More useful in this regard are measures such as the 6-minute walk test, 9 the Clinical Outcome Variables Scale, 37 and the Walking Index of the Chedoke-McMaster Stroke Assessment, 38 which gauge the ability to walk extensive distances.
Study limitations
The use of a single individual to determine eligibility and complete data extraction is a limitation of the review methodology. However, the procedures and forms used for these steps were piloted in collaboration with the lead investigator, and a second individual verified all data extracted to optimize data accuracy.
Conclusions
Walk distance requirements range from 16 to 677m, depending on the community destination. Walk distances from 20 to 381m are required to reach community sites that older adults report frequently visiting, compared with distances exceeding 560m for club warehouses, superstores, or hardware stores. Crosswalk speed requirements range from .44 to 1.32m/s, appear to vary by country, and increase with increasing population size. Findings are directly relevant to judging the capacity for community ambulation. Measurements started at the front right-hand corner of the parking spot and were taken from the closest parking spot when no parking for disabled persons was identified. Assuming a return to the car. Through nearest entrance, into the designated line and to farthest clerk. Beauty/barber shop 5 Measurements started at the front right-hand corner of the parking spot and were taken from the closest parking spot when no parking for disabled persons was identified. Assuming a return to the car. Through entrance to first chair. Church 5 Measurements started at the front right-hand corner of the parking spot and were taken from the closest parking spot when no parking for disabled persons was identified. Assuming a return to the car. Through nearest entrance to a pew halfway down the aisle. Department store (in a shopping mall) 5 Measurements started at the front right-hand corner of the parking spot and were taken from the closest parking spot when no parking for disabled persons was identified. Assuming a return to the car. Through nearest main entrance of department store ground floor. Around store perimeter, including distance from main aisle to store's passenger elevator. Large drugstore 5 Measurements started at the front right-hand corner of the parking spot and were taken from the closest parking spot when no parking for disabled persons was identified. Assuming a return to the car. Through nearest main entrance, half of total number of aisles, exit through check stand. ATM/bank 18 Distances were measured from the doorstep of the farthest apartment from the lift on the 9th, the 10th, or the 11th floor (depending on which floor the lift landed on that particular HDB block) to the entrances of the nearest amenities. Bus Stop 18 Distances were measured from the doorstep of the farthest apartment from the lift on the 9th, the 10th, or the 11th floor (depending on which floor the lift landed on that particular HDB block) to the entrances of the nearest amenities. Clinic 18 Distances were measured from the doorstep of the farthest apartment from the lift on the 9th, the 10th, or the 11th floor (depending on which floor the lift landed on that particular HDB block) to the entrances of the nearest amenities. Hawker center/ coffee shop 18 Distances were measured from the doorstep of the farthest apartment from the lift on the 9th, the 10th, or the 11th floor (depending on which floor the lift landed on that particular HDB block) to the entrances of the nearest amenities. Supermarket/ grocery store 18 Distances were measured from the doorstep of the farthest apartment from the lift on the 9th, the 10th, or the 11th floor (depending on which floor the lift landed on that particular HDB block) to the entrances of the nearest amenities. Senior citizen centers 12 Distances were measured from the doorstep of the farthest apartment from the lift on the 9th, the 10th, or the 11th floor (depending on which floor the lift landed on that particular HDB block) to the entrances of the nearest amenities. Taxi stand/main road 18 Distances were measured from the doorstep of the farthest apartment from the lift on the 9th, the 10th, or the 11th floor (depending on which floor the lift landed on that particular HDB block) to the entrances of the nearest amenities. Handicapped parking space, through the entrance to desk to lobby to examining room. Maximum Distance: Mid-lot of nonhandicapped parking lot, through the entrance to desk to lobby to examining room. Gas station 3 Minimum Distance: Start at gas pump, and return to gas pump, through entrance to checkout counter. Maximum Distance: Start at gas pump, and return to gas pump, through entrance to drinks to snacks to counter. Supermarket/grocery store 3 Minimum Distance: Handicapped parking space, through entrance to bread aisle to checkout counter to entrance. Maximum Distance: Mid-lot of nonhandicapped parking lot, through entrance to commonly purchased items aisle to entrance. Hospital visitation 3 Minimum Distance: Handicapped parking space, through entrance to front desk to closest patient room. Maximum Distance: Mid-lot of nonhandicapped parking lot, through entrance to front desk to farthest patient room. Library 3 Minimum Distance: Handicapped parking space, through entrance to closest book section to circulation counter to entrance. Maximum Distance: Mid-lot of nonhandicapped parking lot, through entrance to selected book aisles to restroom to circulation counter to entrance. Mall 3 Minimum Distance: Handicapped parking space, through entrance to closest store to entrance. Maximum Distance: Mid-lot of nonhandicapped parking lot, through entrance to selected stores to entrance. Pharmacy 3 Minimum Distance: Handicapped parking space, through entrance to dropoff counter to entrance. Maximum Distance: Mid-lot of nonhandicapped parking lot, through entrance to dropoff counter to selected aisles to pickup counter to entrance. Post office 3 Minimum Distance: Handicapped parking space, through entrance to cashier to post office box back to entrance. Maximum Distance: Mid-lot of nonhandicapped lot, through entrance to mail dropoff to cashier to post office to entrance. Religious facility 3 Minimum Distance: Handicapped parking space, through entrance to selected pew in sanctuary. Maximum Distance: Mid-lot of nonhandicapped parking lot, through entrance to Sunday school room to restroom to selected pew in sanctuary. Target) 16 Closest available handicapped-accessible parking space and back to the same accessible parking space. Through the closest entrance, continued from the front entrance (nongrocery entrance if available), around the most outside aisle possible (not including the garden/outside center), plus up and down the center main aisle that goes from the front to the back of the store, out through a checkout. Australia, 2012 20 Bank 10 From disabled car park (if there was no disabled car park, the closest car park was used), through closest entrance, to the farthest teller and return to car park. Crossing 10 From one side of curb to the curb directly opposite. Department store within a shopping mall 10 From disabled car park (if there was no disabled car park, the closest car park was used), through main entrance on same level as car park, through half the total aisles or following half of the path of the store, through checkout and return to car park. Medical Facility (includes doctors' offices, public and private acute and subacute facilities)
Keywords
10
From disabled car park (if there was no disabled car park, the closest car park was used), through closest entrance to reception.
Pharmacy 10
From disabled car park (if there was no disabled car park, the closest car park was used), through closest entrance, to the prescriptions counter, back to checkout, and return to car park. Post office 10 From disabled car park (if there was no disabled car park, the closest car park was used), through closest entrance, follow queue to checkout, and return to car park. Private residence 10 From driveway to front access of house AND from driveway to rear or side access to house. Note: Both front and side/back entrances were measured since one of the entrances may be inaccessible or preferable because of obstacles such as steps. Supermarket 10 From disabled car park (if there was no disabled car park, the closest car park was used), through main entrance, half of the total number of aisles, exit through check stand, and return to car park.
Abbreviations: ATM, automated teller machine; HDB, Housing Development Board. * Department Store (within a shopping mall): If available, many of the small towns lacked shopping malls. Thus, authors included department stores not in shopping malls in their measurements.
y Large Drugstore: If available; many of the small towns had a limited number of large drugstores. Thus, authors included smaller pharmacies in their measurements.
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